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Abstract. This paper presents an exploration of work related musculoskeletal 
symptoms and contributory factors in midwives. Data were collected with a 
survey (n=635) and interviews (n=15). The survey results showed that the  
majority of midwives (92%) reported musculoskeletal discomfort within the last 
12 months, most commonly for the low back, neck and shoulders. The  
suggested main contributory factors were awkward working positions,  
increased work load with longer shifts and fewer breaks, and less support  
leading to defensive practice. The results of this research indicate that musculo-
skeletal symptoms are a problem among midwives with serious impacts.  
Strategies should be developed to manage risk factors to improve patient safety 
and staff well-being. 
 
Keywords: Musculoskeletal disorders, Midwifery, Workload. 
1 Introduction 
Musculoskeletal disorders (MSDs) and predisposing factors have been explored ex-
tensively for nurses; however there is relatively little literature specific to midwifery 
practice. Midwives were first investigated for MSDs related to tasks unique to mid-
wifery such as supporting mother with breast feeding and delivering babies in differ-
ent positions by Hignett [1], followed by Royal College of Midwives [2] and Steele 
and Stubbs [3]. Midwifery tasks and working conditions were reported to be physical-
ly and psychologically demanding leading to the risk of developing musculoskeletal 
symptoms [1,4]. Contributory factor for MSD risk in midwifery may be because the 
birth process (delivery) is mother-centred; the pregnant woman is encouraged to 
choose the most comfortable position for her. The midwife, therefore, is expected to 
accommodate her chosen position, which might not always result in comfortable 
working positions for the midwife [1,5] . Another reason might be that midwives have 
two ‘loads’: mother and baby. These kinds of musculoskeletal problems are also 
known to have a considerable impact on both staff well-being and economy [6].  
A recent survey about midwives’ health, safety and wellbeing showed that mid-
wives have been affected by working demands and pressure; linked to absenteeism at 
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work [7]. 62% of the participants (n=1361) were absent from work, most commonly 
due to stress and musculoskeletal problems. This research aimed to investigate mus-
culoskeletal symptoms and explore workload related to contributory factors among 
midwives in the UK to develop risk management. 
 
2 Methods  
A self-administered online survey was designed to investigate MSDs, individual and 
work related contributory factors. The Nordic Musculoskeletal Questionnaire [8] was 
used to assess the life-time, point (7 days) and period (12 months) prevalence of 
symptoms as well as severity, with respect to the effect on work and leisure activities 
during last 12 months. Additional questions asked about work modifications due to 
symptoms; sickness absence and MSD treatment; working characteristics including 
years of work experience, working hours in a week, work place, duration of a shift 
work, proportion of night shift and breaks; and job satisfaction. The survey was dis-
tributed through the Royal College of Midwives (RCM), the Head of Midwifery and 
the Consultant Midwifery networks. The survey data were uploaded into IBM SPSS 
Statistics 23 and analysed with descriptives to present the frequency of musculoskele-
tal symptoms and characteristics of the sample.  
In order to explore the issues raised by the survey, semi-structured interviews were 
conducted with 15 midwives recruited using purposive and snowball sampling. The 
interview schedule was developed from the survey and relevant literature [1,10]. In-
terviewees were asked about their symptoms, perceptions of contributory factors with 
respect to working conditions and burden, support and actions undertaken by their 
employer. The interview data were recorded, transcribed, and imported into NVivo10 
for thematic analysis, where the text was coded, labelled and then grouped as a theme 
[11].  
This research was approved by Loughborough University Ethics committee and 
further approvals were confirmed as part of the Health Research Authority (HRA). 
3 Results  
A total of 635 midwives responded to the survey, with 634 female respondents. More 
than half of the participants (n=57%) were over 40 years of age. Of the 635 midwives, 
92 % reported musculoskeletal symptoms within the last 12 months, most commonly 
for low back, neck and shoulders. Table 1 shows the prevalence rates of reported 
musculoskeletal symptoms for life-time, 12 months and 7 days, and severity (impact 
on normal activities) in nine body parts. Just over half of respondents (51%) thought 
that their symptoms caused reduction in activities at work and/or leisure time. 
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Table 1. Reported musculoskeletal symptoms, prevalence rates and severity (impact on normal 
activities) within 12 months. 
Body area Life-time  
(n=635) 
12 months   
(n=633) 
7 days  
(n=627) 
Severity  
(n=633) 
 n % n % n % n % 
Neck 342 54 287 45 114 18 116 18 
Shoulders 327 52 282 45 141 23 156 25 
Upper back 188 30 187 30 69 11 92 15 
Elbows 78 12 78 12 32 5 34 5 
Wrists/hands 196 31 162 26 70 11 83 13 
Low back 511 81 452 71 272 43 323 51 
Hips/thighs 229 36 183 29 105 17 124 20 
Knees 230 36 201 32 87 14 128 20 
Ankles/feet 154 24 145 23 75 12 93 15 
 
 
Overall, a third of the respondents reported being hospitalised due to their symp-
toms, most commonly in low back, knee and shoulders. Many (58%) self-managed 
their symptoms with pain killers. Almost half of the respondents (45%) had to change 
jobs or duties because of their symptoms and 30 % of the participants required sick 
leave due to musculoskeletal symptoms within the last 12 months.  
The respondents’ mean experience in midwifery was 15 years (SD=11.10) with a 
range from 1 to 46 years, and 56 % (n=357) reported working full time. Over half of 
the respondents’ work place was reported as a maternity unit in a hospital (66 %), and 
the remainder was based in midwife-led units in a hospital (8 %), standalone midwife-
ry units (4 %), or home births (19 %). A shift duration was more than 8 hours for 
most respondents (84 %). 39 % of respondents also reported working more than 12 
hours in a shift. Of those answering the night shift question (n=625), 65 % have night 
shifts with 4 % only working at night. 43% of respondents said that they were not 
given sufficient breaks during work.  
Of those interviewed, 85% (n=11) reported having musculoskeletal symptoms, 
most commonly in back. MSDs were mostly attributed to work related activities or 
aggravated by working tasks. For example, symptoms in back were thought to be due 
to assisting breast feeding: ‘I would imagine that lower back pain is because of twist-
ing and being in [an] awkward position to try to get the woman to feed’ (M11); or the 
positions for internal examination e.g. sitting on edge of the bed, turning and twisting 
to access the woman. Shoulder symptoms may be exacerbated by acting as a re-
sistance during pushing (birthing process), quoted as: ‘so they are on the bed and we 
sit side ways and push our shoulders – I know for certain that was the cause majority 
of my damage to my shoulder’ (M10).  Another awkward position contributing to 
their symptoms was delivering in birthing pool with regular bending over the pool and 
stretching for examinations: ‘obviously, the pools are static – you can’t get them up or 
down, so when you are listening to foetal heart in the pool, you do a lot of bending.’ 
(M03).  
Not having enough breaks during the shifts was mentioned many times as a con-
tributory factor for MSDs ‘the midwives very rarely actually manage to get a break 
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and if they do it is a short break constantly rushing around’ (M12). This could also 
result in dehydration and irregular eating patterns, which would impact on staff well-
being: ‘I have my breakfast at 6.00 and I don’t normally have my lunch before 17.00.’ 
(M08).  
The interviewees all agreed that fewer staff and an increased work load leads to 
gradual exhaustion, as one interviewee said: ‘I can guarantee to you that in practice, 
when you have got [a] busy ward, not enough members on duty, coordinators press-
ing you to make a space, emergencies ongoing on, the last thing you will think is your 
backache and how to prevent it.’ (M08).  
The shift hours could also contribute to MSD; all interviewees commented that this 
change has impacted negatively on their health: ‘The hours kill me. I was much better 
with the shorter hours – 12 hours do kill me.’ (M01). ‘I think the most extreme work 
related that challenges midwife role is the working hours.’ (M08).  
With respect to support from employers, there were some positive comments but 
most were negative. One favourable comment was: ‘I would say that organizational-
ly, yes I think support is there. We are taught, advised and given information, and we 
can access support for that.’ (M12). However, some believed that a lot of training 
was given instead of improving working conditions, as stated: ‘There is a lot of stuff 
could be better is not necessarily provided by the trust either, but you are expected 
still to give that care because like I said you can’t deny woman – that choice.’ (M02). 
Another key theme from the interviews was concern about complaints from the pa-
tients which could result in an environment where midwives practice defensively: ‘I 
think we tend to accept that what the patient wants the patient gets because should the 
patient then complain we would be seem to be fault’ (M10). Defensive practice may 
lead midwives to do much more than they should: ‘they say ‘help me move’; actually 
I am not meant to help to move. You fell awful by saying - if you just do it by yourself. 
It is not always nice to say - you do it because I am not meant to hurt myself. That 
makes you look not caring.’ (M07). 
4 Discussion  
The survey showed high prevalence rates of musculoskeletal problems most frequent-
ly in low back (71%), neck (45%) and shoulders (45%). These results are in line with 
previous studies for Australian midwives [12,4]. The rates are higher than the UK 
general population MSD prevalence rates, at 34% for neck [13] and 37% for low back 
[14]. Most respondents attributed their discomfort to static or awkward positions dur-
ing the delivery and assisting women with breast feeding, similar to the reported 
physical demands of midwifery for Australian midwives [4].  
The impact can be clearly seen as half of the respondents’ activities were affected 
by MSDs. It is therefore very likely that these problems will impact on the quality of 
care provided and/or patient safety. Sickness absenteeism is known to result in addi-
tional work load for other staff as well as financial consequences [6].  
Despite previous guidelines and redesigning of equipment e.g. birthing pool [1,2], 
MSD prevalence and impact rates are still very high. The reason for this is not clear 
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but it may be explained by the increased work load over the last 20 years. From the 
interviews, older interviewees discussed the changes in working characteristics as: 
increased work load, fewer staff and longer shift hours. Midwives recently started 12 
hours shifts; some might find benefits in working 12 hours as they work fewer days of 
the week. However longer shifts with fewer breaks have been argued to lead to lower 
productive and opportunities for errors [15,16].  
Practicing defensively was one of the most interesting emergent findings from the 
interviews, which was linked with fear of complaints from the patients. Defensive 
practice has been previously been discussed among health professionals, linked to 
poor staff health, both physically and psychologically, and impact on patient safety 
[17–19]. 
5 Conclusion  
This research explored MSDs and work related contributory factors among midwives 
in the UK. The survey found very high prevalence rates and detrimental impacts such 
as activity reduction and sickness absence. In the interviews, such problems were 
often attributed to both physical (working activities, long hours, fewer breaks) and 
psychosocial (defensive practice) challenges. In conclusion, midwifery working con-
ditions put many pressure on the staff which will impact on the quality of care, patient 
safety and staff well-being. However, such discomforts and their impacts could be 
reduced by improving working conditions and developing strategies to provide the 
staff with a better working environment. 
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